Among instruments measuring spiritual well-being, the Functional Assessment of Chronic Illness Therapy-Spiritual well-being (FACIT-Sp-12) is the most widely used instrument in research. It has been validated in patients suffering from cancer or HIV/AIDS, but has rarely been used in elderly patients. The objectives of this study were to determine the psychometric properties and suitability of the FACIT-Spto assess spiritual well-being in hospitalized elderly patients. This cross-sectional study uses a mixed method approach. Subjects were patients (N = 208), aged 65 years and older, consecutively admitted in post-acute rehabilitation. Psychometric properties of the FACITSp were investigated. The internal structure of the FACIT-Sp (factor structure and internal consistency) was assessed. Convergent validity of the FACIT-Sp was assessed using the Spiritual Distress Assessment Tool (SDAT), the question "Are you at peace?" and the Geriatric Depression Scale (GDS). Predictive validity was assessed using length of stay (LOS) and discharge destination. Understanding and interpretation of FACIT-Sp items were consecutively assessed in a sub-sample of 135 patients. Results show that FACIT-Sp scores ranged from 7 to 46 (mean 29.6 ± 7.8); 23.1% of the patients had high spiritual well-being. Cronbach's α was good (0.85). Item-to-total correlations were all significant (0.34 to 0.73). Principal component analyses performed with 2 or 3 factors were only moderately consistent with previous work. FACIT-Sp correlated with SDAT, "Are you at peace?" and GDS (Rho = −0.45, P < 0.001; 0.51, P < 0.001 and −0.38, P < 0.001). No association was found with LOS or discharge destination. Spontaneous comments about one or more FACIT-Sp items were made by 97/135 (71.9%). Specifically, items that address purpose and meaning in life were frequently found difficult to answer. Analyses suggest that the FACIT-Sp may underestimate spiritual well-being in older patients. In conclusion, despite having acceptable psychometric properties,
Introduction
Spirituality has received increasing attention in the medical literature these last decades, not only in end-of-life care, but also in the broader context of chronic care (Puchalski, 2001; Puchalski, 2009 ). While there is no consensus on one definition of spirituality within health care, spirituality is usually clearly differentiated from religion (Miller & Thorensen, 2003; Delgado-Guay et al., 2011; Sessanna et al., 2011) . Definitions often includes a sense of transcendence and other dimensions such as purpose and meaning in life, reliance on inner resources, and a sense of within-person integration or connectedness (Chandler et al., 1992; Fry, 2000; Howden, 1992; Moberg, 2005) .
Many studies have documented significant associations between spirituality and mental, physical and functional health in chronically ill adults (Koenig, 2012; Hill & Pargament, 2003) . Spirituality is usually considered as a positive resource that may modulate coping with health problems (Kirby et al., 2004; Krause, 2003; Thune-Boyle et al., 2006; Davison & Jhangri, 2013; Delgado, 2007) . However, some findings also suggest that spirituality might also negatively influence health outcomes. "Religious struggle" (e.g.: feeling punished or abandoned by God) has been associated with increased mortality in elderly patients (Pargament et al., 2001; Pargament et al., 2004) . Similarly, "spiritual distress", that may be defined as the presence of unmet spiritual needs (Monod et al., 2012; Carpenito, 2004) or "low spiritual well-being" have been associated with depression, desire for hastened death in end-of-life patients and potential harmful effects on patients' prognosis and quality of life (Astrow et al., 2007; Grant et al., 2004; McClain et al., 2003; Rodin et al., 2009) . Based on these observations, the need to carefully assess the spirituality dimension among patients is increasingly acknowledged.
Most instruments developed to measure spirituality in clinical research measure behaviors, attitudes, or beliefs towards religion or spirituality. Some may also capture the patient's current spiritual state (Monod et al., 2011) , such as instruments measuring spiritual well-being (Canada et al., 2008) . Among those instruments measuring spiritual well-being, the Functional Assessment of Chronic Illness Therapy-Spiritual well-being (FACIT-Sp-12) (Brady et al., 1999; Peterman et al., 2002) (12-item scale) is the most widely used instrument in research. It belongs to the larger FACIT measurement system developed to evaluate health-related quality of life. FACIT-Sp originally includes two subscales, measuring "Meaning/Peace" and "Faith". As stated by Peterman in the original validation study of the FACIT-Sp (Peterman et al., 2002) , the "Meaning/Peace" subscale measures "a sense of meaning, peace, and purpose in life", whereas the "Faith" subscale measures "several aspects of the relation between illness and one's faith and spiritual beliefs". The FACIT-Sp has previously been validated in patients suffering from cancer or HIV/AIDS and has been shown to have good internal consistency (Cronbach α0.87) and concurrent validity with measures of quality of life (Peterman et al., 2002) . A three-factor solution of the FACIT-Sp ("Meaning", "Peace" and "Faith" factors) has also been proposed by Canada et al. (Canada et al., 2008) with the hypothesis that the "Meaning" factor would capturea cognitive dimensionof spirituality, whereas a more affective component of spirituality would be included in the "Peace" factor. This three-factor model has further been confirmed by Murphy et al. (Murphy et al., 2010; Whitford & Olver, 2012) .
FACIT-Sp has essentially been used in cancer and HIV/AIDS populations. It has rarely been used in elderly patients. To our knowledge, aside from a study on elderly patients suffering from heart failure (N = 60; median age 75 years) (Bekelman et al., 2010) , very little is known about its performance in an elderly population. If the FACIT-Sp is to be used in this population, its validity and reliability for the assessment of spiritual well-being must be assessed. Finding the best care options for elderly patients is often complex because these patients frequently present an entanglement of medical, functional, psychological and social problems. Defining the best option of care implies taking into account the patients' preferences, values and what could make sense for them (Mattingly, 1994) . Thus, integrating the spiritual dimension into the care of elderly patients is a way to improve care for these patients (Sulmasy, 2002; Sulmasy, 2006) . Further research is therefore needed to improve our knowledge about the relationship between spirituality and health-related quality of life in the elderly population (Mak, 2011) .
The aim of this study was to investigate the validity and suitability of the FACIT-Sp for assessing spiritual well-being in a cohort of older patients admitted to rehabilitation. Specifically, the first objective was to investigate the psychometric properties of the FACIT-Sp in this population. The internal structure of the FACIT-Sp (factor structure and internal consistency), as well as its convergent and predictive validity, were also assessed. The second objective was to investigate the understanding and interpretation of FACIT-Sp items by these elderly patients.
Methods

Participants
Participants were patients included in a study aiming at measuring spiritual distress in elderly patients hospitalised in rehabilitation (Monod et al., 2012) . In this study, the FACIT-Sp and the question "Are you at peace?" were both used to assess convergent validity of the Spritual Distress Assessment Tool (SDAT), an instrument aimed at measuring unmet spiritual needs. The current work uses the data collected for this main study.
Participants were patients aged 65 years or older consecutively admitted over a 6-month period to a geriatric post-acute rehabilitation unit, University of Lausanne Medical Center, Switzerland. Eighty percent of the population served by this hospital reports a Judaeo-Christian religious background (42% Roman Catholics, 33% Reformed, 2% Evangelists, 2% Orthodox, 0.2% Jewish). Around 60%, respectively 30% of all patients admitted in this setting are admitted after an acute care stay in a medical or traumatology/orthopaedic ward, respectively.
Patients unable to speak French and those too ill to complete the interview, because of uncontrolled symptoms such as pain or dyspnoea, were excluded. Patients with significant cognitive impairment, defined as a score lower than 20 on the Mini Mental State Exam (MMSE) (Folstein et al., 1975) , were considered ineligible as it was considered that they would not be capable of providing accurate responses to the study questions.
Over the 6-month inclusion period, 305 of the 410 (74.4%) patients admitted to the rehabilitation unit were found eligible. In the case of multiple admissions during the study period, only the first stay was considered. Within three days following admission, patients were asked by a research assistant to participate in the study. Ninety seven of the 305 (31.8%) eligible patients refused, resulting in a final sample of 208 patients. Analyses comparing characteristics of patients who refused to participate with those who participated showed no significant differences ( Table 1) .
The study was approved by the institutional ethical committee and written informed consent was obtained from all study participants.
Data Collection
Information on medical, functional, and mental status is routinely collected upon admission to this rehabilitation hospital. These data includedemographics, living arrangements, observed performance in basic activities of daily living (ADL) (Katz, 1983) and self-reported performance in instrumental ADLs. Cognitive and affective status (Folstein et al., 1975) . † Depressive symptoms defined as GDS score ≥ 6 (Yesavage et al., 1982) . ‡ Basic ADL from Katz (Katz, 1983) .
S. Monod et al. 1314 were assessed using the MMSE (Folstein et al., 1975) and 15-item Geriatric Depression Scale (GDS) (Yesavage et al., 1982) , respectively. Destination at discharge and hospital length of stay were obtained from hospital administrative database.
Interviews were conducted in privacy in patients' rooms by the research assistant, who administered the two following questionnaires (time to complete ranged from 30 to 40 minutes).
• The Functional Assessment of Chronic Illness Therapy-Spiritual Well-being (FACIT-Sp): The FACIT-Sp is a 12-item scale. Answers are scored on a 5-point Likert scale from 0 to 4. Total scores range from 0 to 48, higher scores indicating higher spiritual well-being. High spiritual well-being was defined as a FACIT-Sp total score ≥36, as proposed by McClain (McClain et al., 2003) . This cut-off was justified on the basis of the labels corresponding to the scores: a score of 3 on the Likert scale indicates "quite a bit" whereas scores below this correspond to "somewhat" or lower.
The FACIT-Sp has been translated into French by the FACIT Organization, using a process of translation-back translation (http://www.facit.org). To our knowledge, no validation of the French version of the FACIT-Sp has been yet performed. Authorization to use the FACIT-Sp was obtained from the FACIT Organization.
• The single question "Are you at peace?": Answers to this question have been strongly correlated with emotional and spiritual well-being in patients with advanced serious illness (Steinhauser et al., 2006) , as well as with the FACIT-Sp. Participants were asked to answer on a visual analogue scale, ranging from 0 to 10, higher scores indicating higher peacefulness.
Subsequent to these assessments, patients were interviewed by a chaplain within 3 to 5 days to assess spiritual distress using the Spiritual Distress Assessment Tool (SDAT). The SDAT is a semi-structured interview performed by a trained chaplain, who assesses spiritual needs on four dimensions (Sense, Transcendence, Values and Identity) (Monod et al., 2012) . Scores range from 0 to 15, higher scores indicating higher spiritual distress.
Qualitative Data Collection
On noting the recurrence of remarks made to qualify responses to certain FACIT-Sp items at the beginning of the study (from the first 30 patients), a decision was made to systematically investigate the understanding and interpretation of FACIT-Sp items by these elderly patients. This investigation was done in 135 patients consecutively interviewed by the same research assistant. No significant differences were observed in the characteristics of these 135 patients as compared with the rest of the study population.
Spontaneous comments made by respondents about FACIT-Sp items in the course of questionnaire administration were systematically collected by the research assistant and noted on the FACIT-Sp sheets next to the corresponding FACIT-Sp item. Difficulties in item ratings were systematically noted in the words of the patient, and were then investigated through follow-up questions about statement understanding, ambiguity of meaning, or any other difficulties or discomfort in answering. (e.g.: "why do you find this item difficult to rate?"). With the exception of item 11, the research assistant only sought clarification in those patients who expressed difficulties in itemrating. Additionally, as a negative answer to item 11 "My illness has strengthened my faith or spiritual beliefs" could reflect either absence of impact of the illness on faith or a negative impact of the illness on faith (i.e. religious struggle), the research assistant systematically asked patients who rated low on this item ("not at all"; score = 0) what their negative score meant to them.
Comments about each FACIT-Sp item were combined and content analysis performed to determine those raising most difficulties and to identify emerging themes.
Statistical Analysis
Statistical analyses were performed using Stata (Version 11.0; Stata Corp, College Station, TX).
Descriptive statistics were used to describe the characteristics of study participants. Non-parametric tests were used to compare participants with high and low spiritual well-being.
A confirmatory factor analysis with varimax rotation using a two-factor model, as described by Peterman in the original validation study of the FACIT-Sp (Peterman et al., 2002) , and a three-factor model, such as the one used in Canada' s study (Canada et al., 2008) , were successively used to compare previous results with those in our population. Principal component analysis was also conducted and produced a two-factor and a three-factor model (without constraint to the factors found in Peterman's or in Canada's studies) assessing the structure of the instrument in our population.
Internal consistency of the FACIT-Sp was assessed using Spearman's coefficient from inter-item and itemto-total correlation analyses. Internal reliability was assessed using Cronbach's α coefficient on the global score and on each sub-scores ("Meaning/Peace" and "Faith") separately.
Convergent validity was assessed using Spearman's Rho from correlation analyses with SDAT scores, the single question "Are you at peace?" and the GDS, all used as continuous variables. Predictive validity was first assessed using Spearman's Rho correlations between FACIT-Sp scores and rehabilitation length of stay (LOS). LOS was considered as a proxy for rehabilitation success, with the hypothesis that patients with lower spiritual well-being could have slower improvement in ADL. Dichotomization of FACIT-Sp scores was used to test for association between spiritual well-being and destination at discharge (Chi square tests).
Finally, the population who expressed difficulties in answering an item was stratified according to answers to this item. Non parametric tests were then performed to compare FACIT-Sp total scores across each sub-population to investigate the impact of these items' singular interpretation on FACIT-Sp total score.
Results
Population Characteristics
Characteristics of the study participants and comparisons between those with high and low (FACIT-Sp total score ≥36 and <36, respectively) spiritual well-being are summarized in Table 2 .
Overall, 48 (23.1%) patients had high spiritual well-being. Those with low spiritual well-being did not significantly differ from patients with higher spiritual well-being, except for the presence of depressive symptoms, which were more frequent in patients with low scores on FACIT-Sp.
Psychometric Properties of the FACIT-Sp
Factor Analysis
First, a confirmatory factor analysis was performed for Peterman's two-factor solution and for Canada's three- Lawton (1969) . Scores range from 0 to 8, higher scores indicating higher independence.
§ Cognitive impairment defined as a MMSE score < 24.
‖ Depressive symptoms defined as GDS score ≥ 6. factor solution. Both were significantly found not to fit our population (for both, P < 0.001). Principal component analysis was then performed with two factors and varimax rotation ( Table 3) . This two-factor solution explained 51% of the variance and was moderately consistent with the proposed "Meaning/Peace" and "Faith" subscales described in Peterman's initial validation study (Peterman et al., 2002) . Several differences may be observed between results from these two factor analyses (Figure 1) . First, item 6 ("I am able to reach down deep into myself for comfort") clearly loads on the "Faith" dimension in the current analysis, while it was attributed to the "Meaning/Peace" dimension in Peterman's results. Second, item 3 ("My life has been productive") weighted too low on each factor to be clearly attributed to one particular dimension in the current study, whereas it loaded on "Meaning/Peace" in Peterman's study. Finally, in the current 
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Comparison of factors loading in factor analysis study, item 12 ("I know that whatever happens with my illness, things will be okay") loaded equally on the two dimensions "Meaning/Peace" and "Faith" and could not be attributed to one single dimension. A three-factor principal component analysis was then performed (Table 3 ) and explained 61% of the variance. It was moderately consistent with Canada's model (Canada et al., 2008) . Again, item 3 weighted very low on the "Meaning" factor and was rather attributed to the "Peace" factor. Item 6 could not be attributed to the "Peace" factor and was rather attributed to the "Faith" factor, as in the original two-factor model. On the other hand, in this three-factor model, item 12 is more clearly attributed to the "Faith" dimension.
Overall, neither of the two previously reported models can be considered superior to the other in the studied population.
Internal Reliability (Table 4)
Item-to-total correlations were all significant, ranging from 0.34 to 0.73. Items 3 and 11 had the lowest itemto-total correlation (respectively 0.34 and 0.50) across the 12-item scale.
Internal consistency was good for the total score (Cronbach's α 0.85) and improved when item 11 was omitted. Cronbach's α for the "Meaning/Peace" and "Faith" subscales were also good (0.80 and 0.77, respectively).
Validity Assessment
Assessment of convergent validity showed that the FACIT-Sp total score and the "Meaning/Peace" and "Faith" subscales significantly correlated negatively with spiritual distress scores (Spearman's Rho = −0.45, −0.50 and −0.26, respectively, all P < 0.001). FACIT-Sp also correlated significantly with the question "Are you at peace" (Spearman's Rho = 0.51, P < 0.001).The "Meaning/Peace" and "Faith" subscales were also positively correlated with the single question (Rho = 0.38 and 0.51 respectively, all P < 0.001). FACIT-Sp showed a negative correlation with the GDS (Rho = −0.38, P = 0.000). The "Meaning/Peace" and "Faith" subscales also correlated negatively with GDS (Rho = −0.45, P = 0.000 and Rho = −0.20, P = 0.005 respectively).
Finally, predictive validity was assessed using correlation between FACIT-Sp scores and hospital length of stay and destination at discharge. No significant correlations were found between hospital length of stay and the FACIT-Sp total score (Rho = −0.10, P = 0.17) or the "Meaning/Peace" (Rho = −0.11, P = 0.13) and "Faith" subscales (Rho = −0.10, P = 0.17). Cronbach's without: α of the score composed of all items but the current one.
Patients discharged to home (as compared with discharge to any other destination) had a FACIT-Sp mean score of 29.8 (respectively 28.6), a "Meaning/Peace" subscale mean of 21.5 (respectively 21.2) and a "Faith" subscale mean of 8.2 (respectively 7.3); none of the differences were significant.
Understanding and Interpretation of FACIT-Sp Items
Overall, 97/135 patients (71.9%) made a total of 192 spontaneous comments on at least one item of the FACITSp (Figure 2) .
Comments were most frequently expressed for item 2 "I have a reason for living" (29 patients), item 5 "I feel a sense of purpose in my life" (56 patients), item 8 "My life lacks meaning and purpose" (27 patients), and item 11 "My illness has strengthened my faith or spiritual beliefs" (33 patients). These comments are illustrated below.
Item 2 "I have a reason for living" raised many comments by patients (e.g. "I have no taste for life anymore…"; "I love life!"; "we have no reason for living when we are ill"; "I've been widowed for 9 months…"). Overall, respondents frequently justified a positive answer by mentioning their relationship with their family (11 out of 29 comments; e.g. "I live for my family"; "my husband!"; "my grandchildren!").
Patients found item 5 "I feel a sense of purpose in my life" and item 8 "My life lacks meaning and purpose" difficult to answer. Remarks were often made to explain why the term "Purpose in life" was felt inappropriate. Some participants were unable to describe what could be their "purpose in life". These items raised issues related to their future life/death/place to live. Some comments were: "I don't want to go into a nursing home…"; "I'm going towards death…"; "I would like God to keep me here as long as possible..."; "Purpose in life is life's accomplishment"; "to stick it out…"; "to stay at home as long as possible…". Some participants also explained regarding item 8, that they still had meaning in life but lacked purpose.
Overall, 34 of the 56 participants who made comments on item 5, mentioned their "old age" to justify their lack of purpose in life (e.g. "But, you know… at my age, it's normal to lack purpose in life"). We therefore made the assumption that in patients mentioning their "old age" a low score on item 5 did not necessarily reflect low spiritual well-being. To further investigate this hypothesis in the total sample (N = 135) we dichotomized the item 5 answer as "Low on item 5" for scores <3 and "High on item 5" for scores ≥3. Among patients with answers "Low on item 5" (N = 73/135), those (N = 34/73) mentioning their "old age" to explain their lack of purpose in life had significantly higher FACIT-Sp total scores than those (N = 39/73) who did not (26.4 ± 7.7 vs 22.5 ± 8.1, P = 0.02).
Finally, the 33 spontaneous comments regarding item 11 "My illness has strengthened my faith or spiritual beliefs", were most frequently made by patients to explain connection with their religious affiliation. As mentioned above, the research assistant also systematically asked patients scoring 0 on this item to explain why they chose this score. Overall, 76 participants scored 0 on item 11. Among these, 36/76 (47%) patients explained this as no particular influence of illness on their faith, 27/76 (35%) as a negative influence ("religious struggle") and the remaining 13/76 patients were not able to explain their answer. The hypothesis was tested that total FACIT-Sp scores would differ between patients who expressed religious struggle (N = 27/76) and those who did not (N = 49/76). Analysis confirmed that patients expressing negative impact of illness on faith or spiritual beliefs had significantly lower FACIT-Sp scores than those who mentioned no impact of illness on their faith (20.9 ± 7.9 vs 30.3 ± 5.6, P < 0.001).
Discussion
This study shows that internal reliability and validity of the FACIT-Sp are acceptable in older patients admitted to rehabilitation. However, some results contrast with those previously reported and suggest that the FACIT-Sp is not fully suited to this specific population. First, the confirmatory factor analyses with two and three factor solutions as obtained by Peterman and Canada respectively did not fit our population. Moreover, principal component analyses performed with two or three factors were only moderately consistent with previously published work. These findings suggest that our results differ somewhat from those of Peterman's and Canada's in a way that cannot simply be attributed to random variation. Overall, these results put into question the content and structure validity of the instrument in this population.
Second, some specificities of older age seem to be inadequately addressed in the FACIT-Sp. In this regard, patients' comments provide insights on older patients' difficulties to answer and rate items that address purpose and meaning in life. In particular, the question about purpose in life (item 5) raised many comments and appeared inappropriate to some of these very elderly patients. Overall, almost half (34/73) of patients who rated having "low" or "no" purpose in life, reported that this was due to their old age without expressing distress in relation to this. Quantitative results also indicated that having no purpose left in life did not necessarily indicate lower spiritual well-being in some older patients, since they had already achieved that which was important for them. Moreover, some patients expressed a lack of purpose but not a lack of meaning in life (item 8), so for these patients the item as presented contained two distinct questions.
Finally, low scores on item 11 could either mean an absence of impact or a negative impact (i.e., religious struggle) of illness on faith. This perceived ambiguity is moreover a priori not specific to an elderly population. Studies have shown that patients suffering from religious struggle have lower spiritual well-being and poorer health outcomes (Pargament et al., 2001; Pargament et al., 2004) than patients who do not express religious struggle. Thus, identical answers to this question can reflect very different states of spiritual well-being.
Interpretation of FACIT-Sp global scores should therefore be made with caution. A unique contribution of this study is to provide evidence that, using this instrument, spiritual well-being might be systematically underestimated in some older patients. These findings would partially explain the relatively low proportion of patients with high spiritual well-being identified in this study when using the cut-off proposed by McClain (23.1%) (McClain et al., 2003) , even if this cut-off is also open to debate.
The Purpose in Life concept seems to be a very interesting way to further explore Spiritual well-being in elderly patients. Patients in this study were very elderly and it not so surprising that such patients could express a lack of purpose in life without expressing distress about it. Nevertheless, some studies found that having a purpose in life was one of the important components of well-being in elderly persons with dementia (Mak, 2011; Boyle et al., 2010) . Further research could investigate this question and determine more precisely the relationship between different understandings of Purpose in life and Spiritual well-being (Reker et al., 1987) .
An important implication of these observations is that, although the FACIT-Sp is widely used to assess spiritual well-being, its appropriateness in hospitalized elderly patients appears questionable. From a research perspective, other instruments specifically developed to assess spiritual well-being in elderly patients might prove more appropriate. For instance, the Spirituality Index of Well-being (SIWB) (Daaleman et al., 2001; Daaleman & Frey, 2004; Daaleman et al., 2002) has shown good psychometric properties in a rigorous validation study among community-dwelling geriatric outpatients. This instrument was constructed on the basis of a previously defined conceptual model of spiritual well-being (Daaleman et al., 2001) .
This study has some limitations. First, the relatively high refusal rate (31.8%) might distort interpretation of spiritual well-being prevalence in this population. However, no significant differences were observed between the characteristics of patients who agreed to participate in the study and those who refused. Second, the FACIT-Sp was administered to elderly persons admitted to rehabilitation. Generalization of the conclusions of this study to all elderly people, including those living in the community or in nursing homes, may not be possible. For instance, understanding of Purpose and Meaning in life might significantly differ in these elderly populations. Third, we cannot exclude the possibility that discrepancies found at factor analysis might also partially stem from translation and/or insufficient cultural adaptation of the instrument, rather than from differences in the population studied. Although the FACIT-Sp underwent a translation-back-translation process, it has not been validated in a population similar to the one in which it was developed (cancer or HIV patients). Finally, the qualitative analysis was decided upon after having observed a high frequency of comments made by patients regarding certain items. Collection of the comments was therefore not conducted during the earlier interviews. Moreover, spontaneous comments were recorded by the same research assistant, which may have introduced a rater bias (no inter-rater reliability measure). However, content analysis strongly suggests major themes which are consistent with what would have been expected.
This study also has clear strengths. Systematic analysis of comments to assess overall validity and appropriateness of the FACIT-Sp is unique. The relevance and meaning of items for elderly patients has been assessed in detail and these data provided useful information by documenting sources of response error.
Conclusion
In conclusion, despite having acceptable psychometric properties, the FACIT-Sp may underestimate spiritual well-being in hospitalized elderly patients. Some shortcomings of the instrument observed in this study should encourage researchers to use other instruments designed to assess spiritual well-being in this specific population.
Funding
This work was supported by the Service of Geriatric Medicine & Geriatric Rehabilitation, University of Lausanne Medical Center (CHUV), 1011 Lausanne, Switzerland.
